el 'mé DIVISION OF HEALTH OF MISSOURY 59_015088

rl:l“n" STANDARD CERTIFICATE OF DEATH T STATE FILE NUMB T
ervice mu MAY 1 1g$gi’"gﬁor! District No. Primary Registrotion District LR S Registar o, o e
i~ ‘PLACE OF DEATH ~—~— 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residenc ‘before
300 a. COUNIY a. STATE M b. COUNTY cdmy?on)
O
~57 b C‘I:)TRY {If outside corporate limits, give TOWNSHIP enly} Inside Limits [ chY Inside Limits
a Towms ST.LOUWLS,MO, Yes [J Ne L] vown ST JOULS,MO. Yos[ ] Mo [
c. FULL NAME OF (1t NOT in hospital, give location) | Length of stay in 1b d. STREET {ILpytsi j tion) Reside on Form
HOSPITAL OR apDREss 2302 A EﬁL‘ftBEﬁﬁi"
¢ nstitution ST,LOULS CITY HOSP, #1,. Yes [ ] Ne[]
3 NTAME OF DECEASED First Middle Last 4. DATE Month Doy Year
(Type or print OF
ype or print} LILLIAN HAYNES oeary MARCH 1h, 1959
|
! 5. SEXFEMALE | 6 COLOR OR RACE 7. warrieb[JNEVER ummeo[—'l 8. DATE OF BIRTH 9. AGE (In ywars 1 UNDER | YEAR] IF UNDER 24 HRS.
last birthdgy) [ Menths | Days Hourg Min,
R0 WHITE wiooweeky  oivorceo 2 /3 /Bh 7?
106 USUAL OCCUPATION {Giva kind of work den | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City and state or country} 12. CITIZEN OF WHAT COUNTRY?
during most of warking life, even if retired} {INDUSTRY
UNKNOWN KY, / xR U.5.A,
13a. FATHER'S NAME 136, MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
- THARLES  BATNE ANNTE CHAMBERS Frank Haynes
é 15. WAS DECEASED EVER IN U, 5, ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address
= Yas, no, or unkmawn)| (' yes, giv t f sarvice)
2 Mikib it~ Lr A unknown ST.IOULS CITY HOSP, #3
o 18. CAUSE QF DEATH (Enter only one cause per line for (a), {b), and {c). ) INTERVAL BETWEEN
w PART |. DEATH WAS CAUSED BY G 0% 1 E! 3 g SET AND DEATH
w IMMEDIATE CAUSE {q} Ll inomnd &f M -
x
=
g_" Cenditions, if any, DUE TO (b)
’): ":old' gave rl::'}a }
wbove couse (o),
b i h dare
oz lying caves lazr. ) DUE TO (c) 15 /A
2 E PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal dissase condition given in PART | {o) . gESR:éJR‘I'ggSY o
] A YES[] NO
% 2| 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) o« PART Il of item 18.)
- w
o & o O O
203 2c. TIMEOF Hour Month, Doy, Year
o INJURY a.m.
i B p.m.
5 20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or abouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
w WHILE AT NOT WHILE D farm, ctory, street, office bldg., ete.}
2 O AT WORK .
21. | otrended the deceased from E /59 . e 3/16/59 and last saw t;; alive on 3/1-6/59
Decth occurrad at Lis ?' m on the date stated above; end to the best of my knowledge, from the couses stated.
220. SIGMATURE (Degres o 'ml.) 22b. ADDRESS . DATE SIGNED
Q2 - D °| 1515 LiFAYEPTE AVE 3/36/59
23e. BUR!AuEMATIOH 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City, town, or county) (Srate)

REMOVY AL (Specify)

3.19-59 Calvary Cemetery St.Louis,Missouri

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECOD. BY LO(’:AL REG. 25. REG)STRAR'SHIGNAT, E‘
Cullen & Kelly 7267 Natural Bridge MAR 19 59 %&J M . // 2.

L g e

{Li¢ansed Embalmer's Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

working under my personal supervision.
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’ ) . Licensed Embalmer a....% /712-
| o o T P.O. Address. o Attt
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Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmedtby a STUDENT, he also shall sign in his OWN handwriting. -

If this body is not embalmed, fact should be so stated above.




